Preventive Services Task Force (USPSTF) recommended annual screening for lung cancer with low-dose computed tomography (LDCT) for asymptomatic persons aged 55 to 80 years who have a 30 pack or more per year smoking history and currently smoke or have quit within the past 15 years. 2 According to the 2010 National Health Interview Survey (NHIS), only 2% to 4% of high-risk smokers received LDCT for lung cancer screening in the prev i o u s ye a r. 3 I n t h i s s t u d y, we ex a m i n e d w h e t h e r LDCT screening has increased following the USPSTF recommendation.
Methods | We used the 2010 and 2015 NHIS, which included 2347 respondents who met the USPSTF criteria for LDCT. 2 Self- reported LDCT in the past year for lung cancer screening was the primary outcome of the study. Analyses excluded respondents with unknown (n = 6) or self-reported history of lung cancer (n = 41) or were missing LDCT testing information (n = 133), leaving 2167 adults available for analyses. Weighted prevalence of LDCT for lung cancer screening in the past year was calculated by factors of interest. Multivariable prevalence ratios of LDCT in the past year were estimated using predicted margins. All statistical analyses accounted for complex sampling design and were conducted with SAS callable SUDAAN statistical software (version 9.0.3, SAS Institute). The study was based on deidentified publicly available database and exempt from institutional review board and informed consent.
Results | From 2010 to 2015, the percentage of eligible smokers who reported LCDT screening in the past 12 months remained low and constant, from 3.3% in 2010 to 3.9% in 2015 (P = .60); an even lower proportion of noneligible smokers received LDCT ( Table 1) . Of the 6.8 million smokers eligible for LDCT screening in 2015, only 262 700 received it. Furthermore, there was no significant increase in screening from 2010 to 2015 for any of the sociodemographic groups, nor were there significant subgroup differences in screening, except between participants with or without a history of bronchitis ( Table 2 ). Of note, over 50% (1230/2167) of smokers meeting USPSTF recommendations for LDCT screening were uninsured or Medicaid insured (Table 1) .
Discussion | Screening for lung cancer using LDCT among eligible current and former smokers remained low and unchanged in 2015 following the 2013 USPSTF recommendation for annual screening. Reasons for exceptionally low uptake of screening may include gaps in smokers' knowledge regarding LDCT, lack of access to care as well as physicians' knowledge about screening recommendations 4 and reimbursement. For example, according to a 2015 survey of physicians in South Carolina, 36% of physicians correctly stated that LCDT screening should be conducted annually in high-risk individuals, and 63% of physicians did not know that Medicare covers LDCT for lung cancer screening. 4 It is also possible that physicians may be aware of LDCT screening, but have limited access to the high-volume, and high-quality radiology centers, a recommendation set forth by public health organizations 5 and a stipulation on Medicare reimbursement. 6 The decrease in the number of screening-eligible smokers from 8.4 million in 2010 to 6.8 million in 2015 reflects progress in tobacco control, and this has implications for the future provision of LDCT screening. Receipt of LDCT and smoking history were selfreported and subject to recall bias and the limited time following the USPSTF recommendation and Medicarereimbursement are limitations of our study. Despite this, our study provides the first national estimate of LDCT following the USPSTF recommendation.
In conclusion, annual LCDT screening among heavy current and former smokers remains low and unchanged following the USPSTF recommendation despite the potential to avert thousands of lung cancer deaths each year. This underscores the need to educate clinicians and smokers about the benefit and risks of lung cancer screening for informed decision making. 
